The coronavirus disease 2019 (COVID-19) pandemic of 2020 has taken many countries, leaders, and medical staff by surprise. The rapidity and severity of the infection overwhelmed many health systems. This virus, which attacks the respiratory system, put airway management centre stage. New approaches to airway management and intensive care were soon being proposed, and existing practice guidelines were rapidly adapted to cope with the risk of infection and the management of critically ill patients.

Reacting to such an event requires a multidisciplinary effort. Coordinating dissemination of new knowledge, supervising the procurement of airway equipment, overseeing morbidity and mortality audits, and promoting practice guidelines throughout the hospital are vital components of the response to such a crisis. These actions are also the principal roles of *Airway Leads* (AWLs). Their task is to enhance airway management throughout the organisation, engaging other specialties and support groups with the single goal of improving standards of care wherever airways are managed. This goal may be accomplished by the formation of an airway group or committee which can involve all those within a hospital with an interest or role in airway management. AWLs were not proposed as a response to the current crisis. An individual with the responsibility of promoting airway education was first suggested at the inaugural meeting of the Difficult Airway Society (DAS) in 1996 (Adrian Pearce, personal communication).

Considerations of airway difficulty have traditionally focussed on anatomical difficulty. More recently the concept of the physiologically difficult airway has been introduced, most usually applied to managing the airway of the emergency or critically ill patients.[@bib1] ^,^ [@bib2] However, logically we could expand the lists of types of airway difficulty to: (1) anatomical, (2) physiological, (3) logistical, and (4) educational.

The first two are well described and will not be discussed. Logistical difficulty also confronts airway practitioners and encompasses problems of the physical environment including working in a crowded or poorly designed ICU bed space, lack of appropriate equipment (whether an absolute absence or lack of availability in the necessary location at the necessary time) or lack of appropriate personnel secondary to staffing, workload, or rostering issues. Educational difficulty is a similarly diverse concept and includes (but is not limited to) failures of knowledge or its application relating to routine, emergency, or rescue airway techniques by the operator, their assistants, and wider team.

The Fourth National Audit Project of the Royal College of Anaesthetists and the Difficult Airway Society (NAP4) examined 184 cases of major airway complications in UK hospitals in anaesthesia, ICU, and Emergency Department (ED) settings.[@bib3], [@bib4], [@bib5] Examples of anatomical, physiological, logistical, and educational airway difficulty were reported, often in combination, though this terminology was not used. The report highlighted the importance of human factors (now better referred to as human factors and ergonomics) in airway management safety. A small follow up study of NAP4 cases showed that human factors and ergonomics factors were legion and pivotal in all cases considered.[@bib6] The report made 168 recommendations directed at adult and paediatric, anaesthesia, emergency medicine, and intensive care specialties. Whilst these recommendations were diverse, they articulated the need for better preparedness in airway management. Airway preparedness can usefully be divided into two factors: institutional preparedness and individual or personal preparedness.

Consider the junior doctor working in a new hospital. The institution must provide the correct physical environment with up-to-date and fit for purpose airway equipment in all locations where an airway may be managed. The hospital should have appropriate staffing all day every day to manage predictable routine and emergency cases. There should be current evidence-based policies, standard operating procedures, or guidelines. Their existence should be communicated to staff in a structured manner via induction programmes, training days, and ideally simulation. Monitoring of staff to ensure familiarity should be in place and should be structured.[@bib7] Personal preparedness involves the individual practitioner undertaking appropriate knowledge acquisition and learning technical and non-technical skills. However, it goes much further and includes ensuring personal familiarity with that institution\'s policies, standard operating procedures and guidelines, familiarity with the location and content of emergency airway equipment, knowing the means of calling for help and responding to help when necessary, and engaging with induction, training, and simulation.

NAP4 made the specific recommendation that each hospital should have a Departmental AWL and this was endorsed by the Council of the Royal College of Anaesthetists (RCoA). Thereafter, a formal proposal was made to the RCoA and accepted.[@bib8] A year after its inception, the role was established in 95% of departments[@bib9] and it has remained at, or close, to 100% ever since. The joint position of an AWLs Advisor was created as a collaboration between the RCoA and the Difficult Airway Society, and the post-holder was tasked with the promotion and execution of AWLs activities at a local and national level. A year after the network was formed and 3 years after NAP4 was published, a survey of AWLs identified major changes in airway practices throughout the UK. As a result, 98% of hospitals had made changes in practice including closing the safety gap (the gap between ideal practice and actual practice based on NAP4 recommendations) of approximately 40% in anaesthesia, 50% in ED, and 60% in ICU.[@bib9]

Although not specifically labelled a quality improvement initiative, these changes represent a very successful example of quality improvement on a national scale. The network has thrived since 2013. A website has been established, and biennial meetings have been well attended and have provided opportunity for shared learning, use of best practice examples, and collaboration. Examples include standardisation of airway trolleys,[@bib10] the tea-trolley approach to in-theatre education,[@bib11] Tracheostomy Tracey,[@bib12] and training programmes specifically for the clinical staff who assist the anaesthetist.[@bib13] Some groups of Departmental AWLs have joined together to create regional networks and as such, have implemented regional change or harmonisation. Other groups of AWLs have been able to influence National Procurement airway decisions. The 2015 AWL meeting was instrumental in establishing (and naming) the 'no trace wrong place' campaign.[@bib14] ^,^ [@bib15]

This year\'s AWL meeting in early March provided an opportunity to highlight the gathering storm of the coronavirus epidemic: delegates left the meeting fully aware of the impending threat with a plan to prepare.

The Departmental AWL concept has been successfully implemented in Ireland and in New Zealand[@bib16] and is in progress in Australia.[@bib17] There is interest in the programme in North America both in Canada and the USA, where airway response teams already exist.[@bib18] Quite rightly, each country has developed a program or network that suits its particular needs and challenges. However, the ethos of the AWL remains the same: someone who 'work(s) collegially with their colleagues to ensure appropriate systems are in place' and 'an airway lead is an anaesthetist working at grass roots level who promotes safe airway management within their hospital.'[@bib17]

Despite the apparent success of the Airway Leads Network, there is no doubt that more needs to be done. Updates to devices, techniques, and guidelines are ever present and it is a challenge to an AWL to decide if, how, and when these should be introduced at a local level as it requires simultaneous education and training for many members of staff.[@bib19] Airway misadventure continues to occur and given the complexity of delivering safe airway management as described above this cannot be a surprise. The need for AWLs has perhaps never been more pressing and their role is central in disseminating learning from sentinel events in order to try to improve standards and patient care.

The purpose of an AWL is not to dictate how an individual anaesthetist manages a specific airway. Their role is to ensure that the individual anaesthetist has the tools to manage any airway they are faced with. In the aftermath of major airway events, AWLs provide a local support or signposting service to ensure clinician well-being while also sensitively coordinating airway morbidity and mortality review so that all anaesthetists and assistants and their departments can learn practical and institutional lessons or identify training needs. Anaesthetists are not the only physicians to manage airways, and the breadth of individuals doing so and the equipment used are ever expanding. An effective AWL will support airway management across the hospital group, ensuring a consistent approach is applied and standards maintained whenever and whoever manages the airway, whether in theatre, the emergency department, or ICU.

There are challenges facing the AWLs. How can they demonstrate their effectiveness? Should they be obliged or even mandated to provide regular airway training in their own hospitals? If so, who will provide the equipment required for training and create the time to allow departmental members to attend. Should there be a dictated standard as to what is taught? More broadly, can the Airway Leads Network be used to raise the overall standards of training in provision of airway practice across the country?

While actions to resolve these questions will have to be delivered locally, the decisions that support them need to be made nationally. In the authors\' opinion advanced rescue airway management should become an item of mandatory training for all who wish to undertake independent airway management. In the UK, the RCoA\'s Guidelines for the Provision of Anaesthetic Services and Anaesthesia Clinical Services Accreditation programmes offer suitable mechanisms to generate both individual opportunity and organisational compliance.

In the future, AWLs should contribute to a database of the most serious adverse anaesthetic events so that information can be effectively shared among all anaesthetists. This will require careful consideration of patient and practitioner confidentiality to allow appropriate dissemination of relevant learning points aimed at prevention rather than investigation. The RCoA-DAS emergency Front of Neck Access database due to be established later this year will be a first step towards this goal.

Airway management remains a cornerstone of our practice. The importance of skills in airway management and ventilation has been acutely illustrated since the onset of the COVID-19 pandemic. The advantages of working together and disseminating learning and advice quickly has never been more urgent. Existing guidelines have been adapted[@bib20] and knowledge shared rapidly through networks. We believe the time has come for all institutions where airway management is practised to recognise the benefits of establishing and participating in an Airway Leads Network.
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